Methods 72 consecutive patients with known HCM, 10 patients with normal CMR findings and no history of myocardial infarction or HC, and 12 patients with previous MI and preserved global left ventricular function (EF > 55%) were included. Scar size was determined using thresholds of 2 and 5 SD above remote normal myocardium and by visual assessment. HSA was defined as the region between 2 and 5 SD.
Results
Out of the 94 patients in this study there was significant accordance between visual and quantitative assessment for
LGE. The amount of HSA was significantly higher in HCM (27.9% ± 9%) than in MI (18.6% ± 4.7%; p < 0.01) and in normal subjects (15.1% ± 6.0%; p < 0.01). No significant differences in the HSA were observed between MI and normal groups (p = 0.67). Moreover a linear correlation between the amount of HSA and the amount of LGE volume detected at 5 SD threshold was found.
Conclusions
Our results confirm the potential usefulness of HSA in patients with HCM. Differently from patients with previous MI and normal LV ejection fraction -where LGE constitutes a discrete and localised lesion -and differently from subject with normal CMR scan, patient with HCM has significant amounts of HSA on quantitative analysis. Although more studies will be needed to clarify the potential for a clinical use of HSA, the most likely pathophysiological substrate to explain our findings is a direct relationship between HSA and interstitial fibrosis. If this is confirmed, HSA could represent a novel predictor of adverse outcomes in HCM patients and help for improved risk stratification in a clinical setting.
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